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Emergency Department’s

Case of the Month

Questions and Answers

1.Why is travel history so 
important?  
Although community acquired pneumo-
nia (CAP) is usually caused by organisms
familiar to most doctors that provide
emergency services (Table 1), one should
always be on the lookout for unusual
organisms that may not respond to stan-
dard therapy, especially when faced with
a patient that does not seem to be im-
proving with treatment. Because several 

causes of pneumonia are endemic to (or
more common in) specific areas (Table
2), a travel history is an important part of
the approach to a patient with CAP. 

2.What is the likely diagnosis
here?
With a history of spending time in the
Arizona desert and pneumonia that is not
responding to usual CAP antimicrobial
coverage, Steven probably has coccid-
iomycosis, which is caused by an organ-
ism endemic to the southwestern United
States and Central and South America. A
dimorphic fungus, either Coccidioides
immitis or Coccidioides posadasii, gets
released in the form of a spore from
desert soil after the rainy seasons. Once
inhaled, the spore enters the lung and
expands, causing chest pain, cough, fever,
and, in some cases, clinical pneumonia.
Because of its nonspecific symptoms, the
diagnosis is not often considered in areas
(like Canada) where coccidiomycosis is

“Have You Been Away Recently?”
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Steven’s Case
Steven, a 43-year-old, otherwise healthy man pres-
ents with shortness of breath. A week earlier, he
had developed a sore throat and cervical adenopa-
thy and was prescribed amoxicillin at a walk-in clin-
ic for presumed strep throat. He 
presented to the emergency department three days
later with productive cough, slight 
shortness of breath, fever (39°C), and oxygen satu-
ration of 91%. After a chest x-ray showed 
bilateral consolidation, with mild hilar adenopathy
(Figure 1), he had been started on levofloxacin, with
a diagnosis of community-acquired pneumonia. His
symptoms, however, continued to deteriorate, and,
on this second ED visit, his oxygen saturation was
88%, although he was afebrile. His chest x-ray was
repeated (Figure 2), showing significant deteriora-
tion of bilateral airspace disease. On specific 
questioning, he reports that three weeks earlier,
while on a business trip to Phoenix, Arizona, he had
taken an afternoon off to go hiking in the desert.

Read on for more on Steven.

Figure 1: Chest x-ray showing bilateral consolidation with mild hilar
adenopathy

Figure 2: Chest x-ray showing deterioration of bilateral airspace disease
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not typically seen, even though travellers
frequently return here from endemic 
locations. 

3.What specific tests should be
considered?
“Routine” emergency hematologic tests,
although often abnormal with coccid-
iomyosis, are rarely, if ever, helpful in
making the diagnosis. X-ray findings are
similarly non-specific. Fungal cultures of
sputum may be helpful (the organism is
never part of our normal flora), although
the cough is frequently nonproductive.
Most suspicious cases are investigated
with serological tests, although the results
become available long after the ED phase
of care. The best strategy would be to dis-
cuss the case with your local laboratory
or infectious disease consultant. 

Case of the Month

Table 2

Causes of Pneumonia that Are Less Commonly Encountered in Canada but that
May Be Considered in Unusual or Non-Responding Cases

Disease/Infectious Agent Predominant Location Source 

Melioidosis Southeast Asia, Northern Australia, Soil, stagnant water
(Burkholderia pseudomallei) and Central and South America

Mycobacterium kansasii Texas, Louisiana, Chicago Unknown 

Mycobacterium avium-intracellulare Southeast United States Soil

Blastomycosis Southeastern, South Central, and Soil, Domestic animals 
Midwestern United States; adjacent  
areas of Canada; a small area in upper  
New York State and Canada that follows 
the St. Lawrence River; South and  
Central America

Coccidioidomycosis Southwestern United States and parts of Soil 
Central America

Histoplasmosis Ohio and Mississippi valleys Soil contaminated with 
bird or bat excreta 

Other causes to be considered that can be encountered worldwide include tuberculosis, actinomycosis,
nocardiosis, and sporotrichosis. 

Table 1

“Usual” Causes of Community
Acquired Pneumonia 

• Streptococcus pneumoniae

• Mycoplasma pneumoniae

• Haemophilus influenzae

• Chlamydophila pneumoniae

• Respiratory viruses

• Staphylococcus aureus

• Legionella species

• Gram-negative bacilli
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4.What treatment and follow-up
is indicated?
Symptoms of coccidioidomycosis overlap
with those of common upper and lower
respiratory tract infections. Severity also
varies, from the typically subclinical or
mild upper respiratory symptoms, to
overwhelming infections, which are more
likely in the immunocompromized or in
the third trimester of pregnancy. 

As the diagnosis, especially in Canada,
is often speculative, it remains prudent to
cover more common conditions empiri-
cally. In mild cases where the diagnosis is
made with confidence, no specific treat-
ment, beyond careful outpatient observa-
tion, may be required. In severe clinical
infections, or in patients at risk for dis-
seminated illness (immunocompromise,
diabetes mellitus, or late pregnancy), anti-
fungal treatment is indicated.

However managed, patients should be
warned that they may continue to experi-
ence fatigue and arthralgias for months.

Back to Steven
Because of his hypoxia, Steven was admitted to
hospital, placed on supplemental oxygen, and 
treated with itraconazole. He responded rapidly and
was discharged after two days; he continued on the
antifungal medication for a month. At a follow-up a
month later, he was asymptomatic, and his chest 
x-ray had returned to normal. 
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